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INTRODUCTION

Infectious diseases are illnesses caused by microorganisms, such as bacteria, viruses, parasites and fungi.
The route of transmission varies by disease and may include direct contact with contaminated body fluids
or excretions, contact with contaminated objects, inhalation of contaminated airborne particles, ingestion
of contaminated food or water, or transmission from an animal or vector (i.e., arthropod) carrying the
microorganism.

According to Ohio Administrative Code 3701-3-02, cases and suspected cases of selected infectious diseases

are required to be reported to state and local public health agencies. These “reportable diseases” or “reportable
conditions” were determined to be of public health significance in Ohio. Many of these diseases must also be
reported to the Centers for Disease Control and Prevention (CDC) as part of national public health surveillance of
infectious diseases.

For over 15 years, Columbus Public Health and Franklin County Public Health have joined forces to make the
reporting, tracking and investigation of infectious disease cases easier and more convenient through the
centralized Infectious Disease Reporting System (IDRS). This system provides early identification of potential
outbreaks and new trends in infectious diseases. Infectious disease staff ensure proper investigation, timely
follow-up of case reports and interventions to prevent additional cases.

The 2017 Annual Summary includes cases of reportable diseases that were diagnosed among residents of
Columbus and Franklin County, reported to public health and found to meet the public health surveillance
definition of a confirmed, probable or suspected case. These data do not represent all cases of reportable
infectious diseases that occurred in the community because individuals may not seek medical care for mild or
asymptomatic infections. Additionally, a reported case of disease may not meet the surveillance definition of

a confirmed, probable or suspected case. Surveillance definitions are designed to standardize data collection
and reporting across public health jurisdictions and may differ slightly from clinical definitions used in patient
management. Outbreaks or media coverage of a particular disease can also influence testing and reporting rates.
Data in this summary are considered provisional.

This summary is intended to be a resource for individuals and public health partners concerned about infectious
diseases in Columbus and Franklin County. Further information on infectious diseases and reporting procedures
may be obtained by contacting Columbus Public Health or Franklin County Public Health or by visiting
www.|DRSinfo.org.

KEY FINDINGS:

= |n 2017, 2,873 cases of infectious disease* were reported among Columbus City and Franklin County residents,
compared to 3,454 cases reported in 2016.

= Franklin County’s total rate of infectious disease* decreased from 273.1 cases per 100,000 population in 2016
to 222.4 cases per 100,000 in 2017

= Rates of campylobacteriosis, gonorrhea, invasive group A streptococcal disease (IGAS), invasive
Streptococcus pneumoniae disease (ISP) and syphilis increased annually from 2014 to 2017.

= The rate of typhoid fever in 2017 was over 10 times greater than in 2016, due to an outbreak among attendees
of a celebratory event (see p. 15 for more information).

*Includes confirmed, probable and suspected cases of communicable disease, excluding hepatitis B and C and sexually transmitted infection


http://www.IDRSinfo.org

DEMOGRAPHIC PROFILE OF

FRANKLIN COUNTY

FRANKLIN COUNTY POPULATION, 2017

= The population of Franklin County increased 2.2 percent from over 1.26 million in 2016 to over 1.29 million in

2017.

= 51.2 percent of Franklin County residents were female, and 48.8 percent were male.

= 679 percent of Franklin County residents were White, 23.2 percent were Black or African American, 5.4
percent were Asian, 0.3 percent were American Indian or Alaskan Native, O.1 percent were Native Hawaiian or
Other Pacific Islanders and 3.2 percent identified as two or more races.

= 55 percent of Franklin County residents were Hispanic or Latino.

TABLE 1: FRANKLIN COUNTY POPULATION BY
GENDER, 2017

GENDER 2017
| | PoPULATION | PERCENT
Female 661,710 512
Male 630271 488
Total 1,291,981 100

TABLE 2: FRANKLIN COUNTY POPULATION BY
RACE, 2017

RACE 2017
POPULATION PERCENT

White 876,645 67.9

Black.or African 299,921 232

American

Asian 69,382 54

American Indian

and Alaska Native A oY

Native Hawaiian

and Other Pacific 777 01

Islander

Two or more races 41,243 3.2

Total 1,291,981 100

TABLE 3: FRANKLIN COUNTY POPULATION BY

ETHNICITY, 2017
ETHNICITY 2017
POPULATION PERCENT

Hispanic or Latino 70,887 55
MelHal el 1,221,094 945
Non-Latino

Total 1,291,981 100

TABLE 4: FRANKLIN COUNTY POPULATION
BY AGE GROUP, 2017

AGE (YEARS)

2017

0-4 92,779 7.2
5-14 163,054 12.6
15-24 174,269 13.5
25-34 234,824 18.2
35-44 171,567 13.3
45-54 156,856 121
55-64 147,276 n.4
65-74 91,848 VA
75-84 41,527 3.2
85+ 17,981 1.4
Total 1,291,981 100

Columbus Public Health & Franklin County Public Health

Annual Summary of Reportable Diseases 2017
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TABLE 5: ENTERIC DISEASES AMONG FRANKLIN COUNTY RESIDENTS, 2014-2017

ENTERIC DISEASES
. ver| 204 | 20 | 26 | 207 |

Population: 1,231,393 1,251,722 1,264,518 1,291,981
Confirmed Confirmed Confirmed Confirmed
& Probable & Probable & Probable & Probable
#of | Case | #of | Case | #of | Case | #of | Case | #of | Case | #of | Case | #of | Case | #of | Case
B 2 0.2 2 0.2 3 0.2 3 0.2 8 0.6 8 0.6 4 0.3 6 0.5

Amebiasis
B Campylobacteriosis 78 6.3 89 7.2 13 9.0 13 9.0 172 13.6 172 136 | 226 | 175 | 226 | 175
A Cholera 0 0.0 0 0.0 0 0.0 0 0.0 o) 0.0 ) 0.0 (o] 0.0 0 0.0
B Cryptosporidiosis 35 2.8 37 3.0 75 6.0 107 8.5 931 | 736 | 958 | 75.8 66 51 67 52
B Cyclosporiasis 0 0.0 o) 0.0 0 0.0 o) 0.0 0 0.0 0 0.0 6 0.5 6 0.5
Escherichia coli
B ?stizi'gzoad”iiggé coii | 46| 37 | 52 | 42| 5 | 41 | 60 | 48 | 47 | 37 | 83 | 66 | 61 | 47 | 8 | 67
(STEC)
B Giardiasis 46 3.7 46 3.7 69 55 71 5.7 90 71 97 7.7 94 7.3 98 7.6
Hemolytic uremic
B S dro):ne (HUS) 1 0.1 1 0. 1 01 1 0. 1 (OX| 2 0.2 1 01 1 0.
B Hepatitis A* 5 0.4 12 1.0 6 0.5 6 0.5 13 1.0 19 1.5 7 0.5 17 1.3
B Hepatitis E* 0] 0 1 0.1 0] 0.0 0 0.0 1 0.1 3 0.2 2 0.2 6 0.5
B Listeriosis 4 0.3 4 0.3 2 0.2 3 0.2 2 0.2 2 0.2 3 0.2 3 0.2
B Salmonellosis 148 | 120 | 158 | 128 | 150 | 120 | 156 | 125 | 185 | 146 | 194 | 15.3 151 1.7 151 1.7
B Shigellosis 46 3.7 46 3.7 172 | 13.7 | 176 141 | 385 | 304 | 407 | 322 | 218 | 169 | 220 | 170
B Trichinellosis 0 0.0 0 0.0 0 0.0 1 0.1 1 0.1 1 0.1 0 0.0 0 0.0
B Typhoid fever 2 0.2 3 0.2 3 0.2 4 0.3 3 0.2 3 0.2 27 21 31 2.4
B Vibriosis (0] 0.0 0 0.0 1 0.1 1 0.1 1 0.1 1 0.1 6 0.5 6 0.5
B Yersiniosis 6 0.5 6 0.5 4 0.3 4 0.3 5 0.4 5 0.4 2 0.2 10 0.8

t Rate per 100,000 population
* In Annual Summaries prior to 2016, hepatitis A and hepatitis E were included in the “Hepatitis” disease table.

SASVISId '1dVvV.Ld0Oddd 40 S341vd ® SINNOD
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TABLE 6: HEPATITIS B & C AMONG FRANKLIN COUNTY RESIDENTS, 2014-2017

HEPATITISB & C

. ver] 204 ] 205 | 206 2017

Population: 1,231,393 1,251,722 1,264,518 1,291,981

Confirmed Confirmed Confirmed Confirmed
& Probable & Probable & Probable & Probable

#of | Ca #Hof | Case | #of | Case | #of | Case | #of | Case | #of | Case | #of | Case | #of | Case
* * 72 5.8 72 58 73 5.8 73 58 71 55 71 55

B Hepatitis B, acute

B Hepatitis B, chronic * * * * 533 | 426 | 533 | 426 | 464 | 36.7 @ 464 | 36.7 | 515 | 399 | 515 | 399
B Hepatitis B, perinatal 2 -- 2 -- 0 -- 0 -- 0 -- 0O -- 0 -- 0 --
B Hepatitis C, acute 1 0.1 1 01 2 0.2 2 0.2 46 3.6 46 3.6 43 3.3 43 3.3
B Hepatitis C, chronic 1,513 | 122.8 | 1,513 | 122.8 | 1,877 | 149.9 | 1,877 | 149.9 | 2,366 | 1871 | 2,366 | 1871 | 2,315 | 179.2 | 2,315 | 179.2

+ Rate per 100,000 population
* Data in the Ohio Disease Reporting System may not be accurate for this time period and are not included in this report.
-- Population data are not available for children 0-24 months old.

TABLE 7: SEXUALLY TRANSMITTED INFECTIONS AMONG FRANKLIN COUNTY RESIDENTS, 2014-2017
SEXUALLY TRANSMITTED INFECTIONS

. ver] 204 ] 205 | 206 2017

Population: 1,231,393 1,251,722 1,264,518 1,291,981

Confirmed Confirmed Confirmed Confirmed
& Probable & Probable & Probable & Probable

#of | Case | #of | Case | #of | Case | #of | Case | #of | Case | #of | Case | #of | Case | # of | Case

HIV/AIDS* 215 | 175 | 215 | 175 | 197 | 157 | 197 | 157 | 199 | 157 | 199 | 157 | 238 | 184 | 238 | 184
B Chancroid o |ool o |ool o ool o |oo| o |oo| o oo o | 00! o | 00
B ﬁ?éi’t’:’g‘:’sa trachomatis | ¢ 353 | 6783 | 8353 | 6783 | 9,442 | 7543 | 9,442 | 7543 | 9,892 | 782.3 | 9,892 | 782.3 | 9.413 | 728.6 | 9.413 | 7286
B Gonorrhea (Neisseria |, gq9 | 9353 | 2898 | 2353 | 3264 | 260.8 | 3264 | 260.8 | 4,276 | 3382 | 4,276 | 3382 | 4447|3442 | 4,447| 3442
gonorrhoeae)
B Syphilis** 227 | 184 | 227 | 184 | 252 | 201 | 252 | 201 | 278 | 220 | 278 | 220 | 323 | 250 | 323 | 250

+ Rate per 100,000 population.

~“Report on forms and in a manner prescribed by the director, described in Ohio Administrative Code Chapter 3701-3-12.
*Case counts obtained from the Ohio Department of Health (see Technical Notes).

**Syphilis data include primary and secondary cases only.

PaNUIIUOD 'S3SVISIA ITFVLHOdIY 40 SILVY B SLNNOD
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TABLE 8: VACCINE-PREVENTABLE DISEASES AMONG FRANKLIN COUNTY RESIDENTS, 2014-2017

VACCINE-PREVENTABLE DISEASES
. ver/ 204 ] 20 | 26 | 207 |

Population: 1,231,393 1,251,722 1,264,518 1,291,981
Confirmed Confirmed Confirmed Confirmed
& Probable & Probable & Probable & Probable
#of | Case | #of | Case | #of | Case | #of | Case | #of | Case | #of | Case | #of | Case | # of | Case
A 0 0.0 0 0.0 0] 0.0 0 0.0 0 0.0 0 0.0 0 0.0 0 0.0

Diphtheria
B Zﬁ\‘fg;‘z/’zhé/l‘i ;’;’Z‘)’e”z‘ae 14 1 B 12| 12 10| 1210 10 08 10 08 22|17 | 2|17
B L”;‘:)‘?t”aznaz':tsizzc'ated 829 | 673 | 833 | 676 | 639 | 510 | 641 | 512 | 288 | 228 | 290 | 230 | 784 | 607 | 785 | 608
B g‘:{;g?ﬁ?;ﬁg;ﬁ;‘ed O 00, O 00 O 00, O 00, O 00/ O 00 O 00 O | 00
A Measles 1 o1 | 2 | 02| 1 o1 2 |o2] o oo o |oo| o | ool o | oo
A Meningococcal disease 1 0.1 1 0.1 4 0.3 4 0.3 1 0.1 1 01 1 0.1 1 01
B Mumps 45 | 337 458 | 372 6 o5 | 21 | 17| 2 | 02| 14 | 1 8 | 06| 8 | 06
B Pertussis 279 | 227 | 365 | 296 | 230 | 184 | 332 | 265 | 372 | 29.4 | 535 | 423 | 277 | 214 | 393 | 304
Poliomyelitis (including
B vaccine-associated o ool o ool o | o0o|l o |oo| o|ool o |oo| o | 00| o 00
cases)
B Rubella (congenital) o 00| o ool o (oo o | ool o loo! o loo| o ool o oo
A Rubella (not congenital)) 0 | 0o | o | oo | o | oo | o |oo| o | 00| o | 00| o | 00| o | oo
Streptococcus
B pneumoniae, invasive 9 | 78 | 96 | 78 | 105 84 | 106 85 M9 | 94 | 121 | 96 | 161 | 125 167 | 129
disease (ISP)*
B Tetanus o ool o | oo o|oo| o|oo| ol o00o| o | o00o| o | o0o0o| o oo
B Varicella 690 | 56| 71 | 57| 56 | 45 63 [ 50 69 [ 55| 78 [ 62 | 50 | 39 | 54 | 42

t Rate per 100,000 population
* In Annual Summaries prior to 2016, Streptococcus pneumoniae, invasive disease, was included in the “Other reportable diseases” table.

PaNUIIUOD 'S3SVISIA ITFVLHOdIY 40 SILVY B SLNNOD
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TABLE 9: VECTORBORNE AND ZOONOTIC DISEASES AMONG FRANKLIN COUNTY RESIDENTS, 2014-2017

VECTORBORNE AND ZOONOTIC DISEASES
. ver/ 204 | 20 | 206 | 2017 |

Population: 1,231,393 1,251,722 1,264,518 1,291,981
Confirmed Confirmed Confirmed Confirmed
& Probable & Probable & Probable & Probable
#of | Case | #of | Case | #of | Case | #of | Case | #of | Case | #of | Case | #of | Case | #of | Case
(0] 0.0 0 0.0 0 0.0 1 0.1 0 0.0 1 (OX| ) 0.0 5 0.4

B Babesiosis

B Brucellosis (0] 0.0 (0] 0.0 0 0.0 0 0.0 1 0. 1 0.1 (0] 0.0 5 0.4

B Chikungunya N/A | N/A | N/A | N/A 4 0.3 4 0.3 0 0.0 0 0.0 1 0.1 1 0.1

B Dengue 2 0.2 2 0.2 2 0.2 2 0.2 2 0.2 2 0.2 2 0.2 3 0.2

B Eﬁi;‘;r:aﬁt?:\'ﬁs disease| © | 00| O 00| 0 00| O |00 O 00| O 00| O |O00| O |00

B Ehrlichiosis/Anaplasmosis (0} 0.0 2 0.2 1 0.1 3 0.2 O 0.0 (0} 0.0 1 0.1 1 0.1

B Hantavirus 0 0.0 0 0.0 0 0.0 O 0.0 0 0.0 0 0.0 0] 0.0 0] 0.0
La Crosse virus disease

B (other California 1 0.1 2 0.2 O 0.0 (6] 0.0 0 0.0 (0} 0.0 (0} 0.0 0 0.0
serogroup virus disease)

B Leptospirosis 0 0.0 0 0.0 0 0.0 0 0.0 0 0.0 0 0.0 1 01 1 01

B Lyme disease 19 1.5 43 3.5 21 1.7 44 3.5 19 1.5 51 4.0 16 1.2 76 5.9

B Malaria 67 54 67 54 17 1.4 19 1.5 28 2.2 28 2.2 23 1.8 23 1.8

B Other arthropod-borne |, | 63 | 5 | 04| 0 |00 | o |00o| o |oo| o |00 | o |00 | o | 0o
disease

A Plague 0 0.0 O 0.0 0 0.0 0 0.0 0 0.0 0 0.0 0 0.0 O 0.0

B Powassan virus disease () 0.0 O 0.0 O 0.0 0 0.0 () 0.0 (0] 0.0 (0] 0.0 (0] 0.0

B Psittacosis 0 0.0 0 0.0 0 0.0 0 0.0 0 0.0 0 0.0 0 0.0 1 01

B Q fever 0 0.0 0 0.0 1 0.1 1 0.1 0 0.0 0 0.0 0 0.0 1 0.1

A Rabies, human 0 0.0 0 0.0 0 0.0 0 0.0 0 0.0 0 0.0 0 0.0 0 0.0
Spotted fever rickettsiosis,

B including Rocky Mountain 1 0.1 7 0.6 1 0.1 4 0.3 2 0.2 6 0.5 5 0.4 9 0.7
spotted fever (RMSF)

B St Louis encephalitis o 00| o ool 0o | 00| 0o |oo| o | 00| o |oo| o ool o o0
virus disease

A Tularemia 0 0.0 0 0.0 0 0.0 0 0.0 0 0.0 0 0.0 0 0.0 0 0.0

A zl\Lrj'Fg‘emo"hag'c fever ' 5 | 00| o 00| o 00| o |oo| o |oo| o |oo| o |oo| o | o0

B West Nile virus infection (0] 0.0 (0] 0.0 7 0.6 7 0.6 2 0.2 3 0.2 1 01 1 0.1

B Western equine o ool o |oo| o |oo| o |oo| o |oo| o |oo| o |ool| o o0
encephalitis virus disease

A Yellow fever O 0.0 (0} 0.0 (0} 0.0 (0} 0.0 0 0.0 O 0.0 O 0.0 0 0.0

B Zika virus infection N/A | N/A | N/A | N/JA | N/JA | N/A | N/A | N/A 14 11 16 1.3 2 0.2 4 0.3

+ Rate per 100,000 population
N/A = not a reportable condition
*Includes cases of arthropod-borne disease that did not belong to an individual disease category during the reporting period.

PaNUIIUOD 'S3SVISIA ITFVLHOdIY 40 SILVY B SLNNOD
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TABLE 10: OTHER REPORTABLE INFECTIOUS DISEASES AMONG FRANKLIN COUNTY RESIDENTS, 2014-2017

OTHER REPORTABLE INFECTIOUS DISEASES
. ver/ 214 | 2 | 206 | 207

Population: 1,231,393 1,251,722 1,264,518 1,291,981
Confirmed Confirmed Confirmed Confirmed
& Probable & Probable & Probable & Probable
#of | Case | #of | Case | #of | Case | #of | Case | #of | Case | #of | Case | #of | Case | # of | Case
A 0 0.0 0 0.0 0] 0.0 0 0.0 0] 0.0 0 0.0 0 0.0 ) 0.0

Anthrax
Any unexpected
A pattern of cases, deaths ) 0.0 (0} 0.0 ) 0.0 (0} 0.0 1 0.1 1 01 (0] 0.0 (0} 0.0
or disease
A Botulism, foodborne o ool o |oo| o |loo| o | o00o| o | 0o o |oo| o |oo| o | 00
B Botulism, infant o o0 o |00 o | oo o | 00/ 1 01 1 01 o 00 0O | 00
B Botulism, wound o ool o |oo| o|loo| o | ool o | 00| o | 0o o |oo| o | oo
B Coccidioidomycosis 3 o2 3 02| 4 03| 9 |07 2 |02 6 | 05| 7 | o5 22 | 17
B Creutzfeldt-Jakob 2 1o2| 4 o3 o loo| 1 o1 2 o2| 2 o2 1 |o1| 1| o1
disease
A Influenza A-novelvirus | o | 55| o | 00| o [00]| o |oo| o [o0o]| o |o0o| o |o0o]| o | oo
infection
B Legionnaires’ disease 20| 97 | 123 |w0o0| 97 | 77 | 97 | 77 | 106 | 84 | m | 88 | 129 | 100 | 129 | 100
B ;i‘ggg Glle 1 {o1| 1 |o1| o|oo| o |o0o| o |oo| o |oo| 2 |o02]| 2 | 02
B R?r';'l';g't's' aseptic 67 | 54 | 67 | 54| 83 | 66| 8 | 69| 8 | 67 | 8 | 68| 32 | 25| 32 | 25
B Sing s, CReise] 2 |10 13|10 8 |os| 9 |o7| n|oo| 12|09 1w | 13| 18] 14
(not N. meningitidis)
Middle East Respirator
A Syndrome (MERpS) YINA|INATINA|INA] O 00| 0O 00| 0 00| 0 |00 0 | 00| o | 0o
A gfxg:gi‘;“gg ArESSF;' ratory 00| o | ool o |loo| o|oo o 00 o 00 o 00 o | 00
A Smallpox o |oo| o | ool ol ool o | 00| o|oo| o |oo| ol ool o oo
Staphylococcus aureus,
with resistance or
B intermediate resistance (0] 0.0 (0] 0.0 (0] 0.0 (0] 0.0 O 0.0 (0] 0.0 (0] 0.0 (0] 0.0
to vancomycin (VRSA,
VISA)
Streptococcal disease,
B group A, invasive 36 | 30| 36 | 30| 47 | 38| 47 | 38 | 51 | 40| 55 | 43 | 103 | 80 | 107 | 83
(IGAS)

Table continued on next page.

PaNUIIUOD 'S3SVISIA ITFVLHOdIY 40 SILVY B SLNNOD




U1[eaH 21jaNd A3UNOD Ulueld 8 Y[eaH d1jdnd SNquinjod

/10¢ saseasi o|geyoday Jo Alewwns |enuuy

TABLE 10: OTHER REPORTABLE DISEASES AMONG FRANKLIN COUNTY RESIDENTS, 2014-2017, continued

OTHER REPORTABLE DISEASES

. ver] 204 ] 205 | 206 2017

Population: 1,231,393 1,251,722 1,264,518 1,291,981

Confirmed Confirmed Confirmed Confirmed
& Probable & Probable & Probable & Probable

#of | Case | #of | Case | #of | Case | #of | Case | #of | Case | #of | Case | #of | Case | # of | Case

Streptococcal disease,
group B, in newborn

Streptococcal toxic
shock syndrome (STSS)
Toxic shock syndrome
(TSS)

Tuberculosis (TB),

B including multi-drug 49 4.0 49 4.0 40 32 40 3.2 50 4.0 50 4.0 53 41 53 41
resistant TB (MDR-TB)

2 0.2 2 0.2 g 0.2 5 0.2 5 0.4 5 0.4 5 0.4 5 0.4

o) 0.0 0 0.0 o) 0.0 0 0.0 1 01 1 01 0 0.0 0 0.0

+ Rate per 100,000 population for all diseases except “streptococcal disease, group B, in newborn,” which is per 1,000 live births.?
N/A = not a reportable condition

PaNUIIUOD 'S3SVISIA ITFVLHOdIY 40 SILVY B SLNNOD



DEATHS ASSOCIATED WITH DISEASE

In 2017, a total of 55 deaths occurred TABLE 1: NUMBER OF DEATHS* AMONG CONFIRMED AND
among confirmed and probable cases PROBABLE CASES OF REPORTABLE DISEASE, EXCLUDING

of reportable diseases in Franklin SEXUALLY TRANSMITTED INFECTIONS, FRANKLIN COUNTY,
County. Three of these deaths were 2017
associated with multiple reportable "
diseases. Influenza-associated
hospitalization was associated Campylobacteriosis 1
with the most deaths (n=26), Creutzfeldt-Jakob disease 1
followed by legionellosis (n=8), and Coccidioidomycosis 1
S?'rep tococcus pneumoniaé invasive Haemophilus influenzae (invasive disease) 1
disease (n=5). The greatest number —

L Hepatitis B, acute 2
of deaths occurred among individuals — .
aged 61-70 years. One death Hepatitis B, chronic 1
occurred among cases less than 18 Hepatitis C, acute 2
years old. Hepatitis C, chronic 2

Hepatitis E 2

Death data were obtained from the

; - ) Influenza-associated hospitalization 26
Ohio Disease Reporting System . ;
(ODRS) and are subject to several Lég'o_nel_los's 8
limitations. A death is only captured Listeriosis 1
in the ODRS record if the person Salmonellosis 1
dies during the course of a case Streptococcal disease, group A, invasive (IGAS) 2
or outbreak investigation. Ifa Streptococcus pneumoniae, invasive disease (ISP) 5
person dies after the investigation Tuberculosis 5

has ended, the record is not

necessari |y upd ated. Therefore *The number of deaths is specific to the reportable disease category. Three deaths occurred in
. association with more than one reportable disease.

the number of deaths reported in

Table 11 may underestimate the true

number of deaths that occurred

among reportable disease cases. AGE DISTRIBUTION OF DEATHS AMONG CONFIRMED AND

Furthermore, investigators do not PROBABLE CASES OF REPORTABLE DISEASE, 2017 (N=55)
determine whether a reportable

disease contributed to an individual’s
death. It is not possible to determine
the true cause(s) of death without
additional information from death or
medical records.

12

Cases

Age Group
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OUTBREAKS IN FRANKLIN COUNTY

TABLE 12: NUMBER OF CONFIRMED AND PROBABLE OUTBREAKS REPORTED BY YEAR, FRANKLIN
COUNTY, 2014-2017

2014 2015 2016 2017
OUTBREAK TYPE

Community 17 7 7 6 8 1 1 0]
Foodborne 6 4 2 2 6 0 5 0
Health Care-

Associated 10 3 24 1 7 2 12 4
Institutional 34 15 39 18 64 35 37 24
X;speaﬁed (Class 0 0 1 0 0 0 0 0
Unusual Incidence 1 () (0] 0 (0] (0] 0
Waterborne 3 1 1 1 0] ] 4 0
Zoonotic (0] 1 1 1 1 1 (0] (0]
Total 71 31 75 29 86 39 59 28

OUTBREAK DEFINITIONS?®

Outbreaks are Class C reportable conditions unless otherwise specified.

Community: Two or more cases of similar illness with a common exposure in the community and not considered a
foodborne, waterborne, zoonotic, healthcare-associated or institutional disease outbreak.

Foodborne: Two or more cases of similar illness resulting from the ingestion of a common food.

Healthcare-Associated: The occurrence of cases of a disease (illness) above the expected or baseline level,
usually over a given period of time, as a result of being in a healthcare facility or receiving healthcare-associated
products or procedures. The number of cases indicating the presence of an outbreak will vary according to the
disease agent, size and type of population exposed, previous exposure to the agent, and the time and place of
occurrence.

Institutional: Two or more cases of similar illness with a common exposure at an institution (e.g., correctional
facility, day care center, group home, school, assisted-living facility) and not considered a foodborne or
waterborne disease outbreak.

Unspecified (Class A Reporting): Any unexpected pattern of cases, suspected cases, deaths or increased
incidence of any other disease of major public health concern which, because of the severity of disease or
potential for epidemic spread, may indicate a newly recognized infectious agent, outbreak, epidemic, related
public health hazard or act of bioterrorism.

Unusual Incidence: Two or more cases of infectious disease that can be connected by person, place and time, and
do not meet the criteria for another type of outbreak.

Waterborne: Waterborne disease outbreaks are divided into two categories, depending on the type of

water implicated in the outbreak. Outbreaks associated with drinking water, water not intended for drinking
(excluding recreational water) or water of unknown intent must meet two criteria: 1) two or more persons are
epidemiologically linked by location of water exposure, time and illness, and 2) epidemiologic evidence implicates
water as the probable source of illness. Outbreaks associated with recreational water must meet two criteria: 1)
two or more persons are epidemiologically linked by location of recreational water exposure, time and illness,

and 2) epidemiologic evidence implicates water or volatilization of water-associated compounds into the air
surrounding an aquatic facility as the probable source of illness.

Zoonotic: Two or more cases of similar illness with exposure to the same animal or the same or similar species of
animals and with epidemiologic evidence implicating animals as the probable source of iliness.

Columbus Public Health & Franklin County Public Health -10 - Annual Summary of Reportable Diseases 2017



DISEASE SPOTLIGHT:

GONORRHEA

Number of Cases 4,447
Rate* Overall | 344.2
Female| 275.8
Male| 416.0 L]
Age of cases (in years) Mean 29
Median 26
Range| 1-84

LOCAL FACTS:

In Franklin County in 2017:

= The gonorrhea rate among men was 1.5 times the gonorrhea rate
among women.

The gonorrhea rate among Blacks was almost six times the
gonorrhea rate among Whites (786.5 vs. 133.2 cases per 100,000
persons, respectively).

The Sexual Health Clinic at Columbus Public Health has participated

in the Gonococcal Isolate Surveillance Project (GISP) since 2012.

* Rate per 100,000 population

Through GISP, reduced susceptibility to azithromycin was identified

among 30 N. gonorrhoeae urethritis cases (12 percent of isolates

EPIDEMIOLOGY?* #?>

Infectious Agent: Neisseria gonorrhoeae, Gram-
negative diplococcal bacteria.

Case Definition: Please see the Ohio Infectious
Disease Control Manual: www.odh.ohio.gov/pdf/IDCM/gonorr.pdf

Mode of Transmission: Infection can result from any sexual
contact, including contact with the penis, vagina, anus or
mouth of an infected partner. Gonorrhea can be spread
perinatally if a pregnant woman has gonorrhea during delivery.

Incubation Period: 3-8 days on average. Symptoms, if present,
will appear within 1-14 days for men and within 10 days for
women.

Symptoms: Asymptomatic infections are common. In men,
urethritis symptoms include dysuria, urinary frequency,

or white/yellow discharge. Testicular or scrotal pain and
swelling can occur. In women, symptoms may include dysuria,
increased vaginal discharge or vaginal bleeding between
menstrual cycles. In infants, infections can be severe, including
symptoms such as blindness, joint infection or life-threatening
bloodstream infection.

Treatment: Please see CDC’s current STD treatment guidelines:
www.cdc.gov/std/tg2015/gonorrhea.htm. Dual therapy with
a cephalosporin and azithromycin is currently recommended.

Untreated gonorrhea can lead to serious complications and can

increase the risk of transmitting and acquiring HIV.

Antibiotic Susceptibility: Due to high levels of resistance,
fluoroguinolones are no longer recommended for gonorrhea
treatment in the United States. In recent years, the prevalence
of reduced azithromycin susceptibility has been increasing

in all regions of the US. Although concern about potential
cephalosporin resistance is growing, N. gonorrhoeae strains in
the United States remain highly susceptible to ceftriaxone.

Prevention: Gonorrhea can be prevented by abstaining from
vaginal, anal or oral sex, or by being in a long-term, mutually
monogamous relationship with a partner who has been tested
and is known to be uninfected. Latex condoms can prevent
infection if used correctly and consistently.

Case counts and rates include confirmed and probable cases.

examined) during January to July 2017, a large and rapid increase
compared to previous years.®

GONORRHEA CASES AND RATES BY YEAR -
FRANKLIN COUNTY, 2014-2017
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DISEASE SPOTLIGHT:

LEGIONELLOSIS

LOCAL FACTS:

Number of Cases 129 In Erankiin.C i 6T
. n Franklin County in :
Rate Overall LOLY = |egionellosis rates increased with age; 40 percent of legionellosis
Female 8.0 cases occurred in persons aged 65 and older, with a rate of 34.4
Male 121 cases per 100,000 population. No cases occurred in persons aged
Age of cases (in years) Mean| 61 14 and under.
Median 62 = The rate of legionellosis among Blacks was almost two times the
legionellosis rate among Whites (16.6 vs. 8.8 cases per 100,000
Range| 16-91 persons, respectively).
* Rate per 100,000 population Franklin County Public Health and Columbus Public Health have

experienced increases in legionellosis cases and rates each year

EPIDEMIOLOGY?®

Infectious agents: Legionella bacteria, most
commonly L. pneumophila.

Case Definition: Please see the Ohio Infectious Disease
Control Manual: www.odh.ohio.gov/pdf/IDCM/legion.pdf.

Mode of Transmission: Legionella bacteria are most commonly

transmitted by inhalation of aerosolized water containing the
bacteria. Aspiration of contaminated drinking water is a less
common route of transmission. The bacteria are ubiquitous in
freshwater sources and thrive in warm water like that found
in hot tubs, cooling towers, hot water tanks, large plumbing
systems and air-conditioning systems of large buildings.
Immunocompromised individuals have an increased risk of
Legionnaires’ disease.

Incubation Period: Legionnaires’ disease: 2-10 days, with
an average of 5-6 days. Pontiac fever: 5-72 hours, with an
average of 24-48 hours.

Symptoms: Legionellosis is associated with two clinically and
epidemiologically distinct illnesses: Legionnaires’ disease,
characterized by fever, myalgia, cough, and clinical or
radiographic pneumonia; and Pontiac fever, a milder illness
without pneumonia.

Treatment: Recommended treatment is a respiratory
fluoroguinolone (e.g., levofloxacin) or a macrolide (e.g.,
azithromycin). Penicillin, cephalosporins and aminoglycosides
are ineffective. Pontiac fever does not require antimicrobial
treatment.

Prevention: Building owners can take steps to prevent the
growth of Legionella in water distribution systems, heating-
and cooling-ventilation systems and cooling towers through
the development and use of water management plans,
environmental controls and monitoring, and remediation or
treatment plans if Legionella is detected. Facilities at higher
risk for Legionella growth and transmission include those that
house sensitive populations, have cooling towers or large
complicated water systems, or are more than 10 stories high.

Case counts and rates include confirmed and probable cases.

since 2015.

LEGIONELLOSIS CASES AND RATES -
FRANKLIN COUNTY, 2014-2017
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http://www.odh.ohio.gov/pdf/IDCM/legion.pdf

DISEASE SPOTLIGHT:

SHIGELLOSIS

Number of Cases 218
Rate* Overall 16.9
Female 16.8
Male 17.0
Age of cases (in years) Mean 15
Median 5
Range| 0-66

* Rate per 100,000 population

EPIDEMIOLOGY?

LOCAL FACTS:
In Franklin County in 2017:

Sixty-six percent of shigellosis cases occurred among children;
48 percent of cases were less than five years old, with a rate of
111.0 cases per 100,000 population.

The shigellosis rate among Blacks was more than seven times
the shigellosis rate among Whites (42.7 vs. 5.6 cases per
100,000 persons, respectively). The shigellosis rate among
Asians was more than two times the shigellosis rate among
Whites (11.5 vs. 5.6 cases per 100,000 persons, respectively).

In 2017, 13 shigellosis outbreaks were reported in Columbus and
Franklin County; 12 (92 percent) of these occurred in institutional

Infectious Agents: Shigella bacteria, including S.
sonnei, S. flexneri, S. dysenteriae and S. boydlii.
Most cases in Ohio are due to S. sonnei.

Case Definition: Please see the Ohio Infectious
Disease Control Manual: www.odh.ohio.gov/pdf/IDCM/shig.pdf.

Mode of Transmission: Shigella bacteria are usually
transmitted directly from person to person via the fecal-oral
route, but transmission can also occur through contaminated
food or water. Shigella may remain in stool for up to two
weeks after diarrhea has ended.

Incubation Period: 12-96 hours, with an average of 24-72
hours.

Symptoms: Symptoms most commonly include diarrhea,
fever, abdominal pain/cramping, tenesmus, malaise and
sometimes vomiting. Blood or mucus may be present in the
stool. Asymptomatic infections are possible.

Treatment: Mild infections usually resolve without treatment
in five to seven days. Antibiotic treatment can shorten

the duration of diarrhea and eradicate Shigella from stool.
Antibiotics are recommended for patients with severe
disease, bloody diarrhea or compromised immune systems;
appropriate treatment should be based on results of antibiotic
susceptibility testing.

Prevention: Wash hands before eating or preparing food
or drink and after using the bathroom or changing a diapet.
Dispose of soiled diapers in a closed-lid container or bag,
and appropriately disinfect diaper changing areas after use.
Young children should be supervised to ensure thorough
handwashing before eating and after using the bathroom.
Individuals with diarrhea should not prepare food or drink for
others or go swimming. Individuals with shigellosis should
be excluded from handling food, attending or working in
childcare or caring for patients directly until diarrhea has
ceased and two consecutive stool samples are negative for
Shigella.

Case counts and rates include confirmed and probable cases.

settings, such as schools or childcare centers.

SHIGELLOSIS CASES AND RATES BY YEAR -

FRANKLIN COUNTY, 2014-2017
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FEATURED OUTBREAK INVESTIGATION:

LEGIONELLOSIS ASSOCIATED WITH AN
APARTMENT COMPLEX

From April 2, 2016, through January 19, 2017, Franklin County Public Health (FCPH) received reports on four
cases of Legionnaires’ disease with exposure to an apartment complex during their incubation periods. Upon
completion of the interview of the fourth case on January 25, 2017, and identifying the common exposure, an
outbreak investigation was initiated. The apartment complex is an independent senior living facility with 100 units
located in Reynoldsburg, Ohio. The facility is managed by a real estate investment and property management
company based in Columbus, Ohio. No medical staff are on site, and care may be provided from an outside source
managed personally by each resident. Public health interventions undertaken to prevent disease transmission
included extensive environmental health investigation of the facility’s water and air-handling systems. FCPH
recommended the facility work with an experienced contractor to mitigate exposure to Legionella bacteria based
on guidelines from the Centers for Disease Control and Prevention (CDC) and the American Society of Heating,
Refrigerating and Air-Conditioning Engineers (ASHRAE).

A total of four confirmed Legionnaires’ disease cases were identified in this outbreak investigation, including one
case that was identified through retrospective case finding. Four cases (100 percent) were hospitalized. Two cases
(50 percent) died within 30 days of Legionnaires’ disease diagnosis. Two cases (50 percent) were female, and two
(50 percent) were male. Cases’ ages ranged from 54 years to 83 years, with a mean age of 69.5 years.

Legionellosis is associated with two clinically and epidemiologically distinct illnesses: 1) Legionnaires’ disease,
characterized by fever, myalgia, cough, and clinical or radiographic pneumonia, and 2) Pontiac fever, a milder
illness without pneumonia. Water is the reservoir for Legionella bacteria. The bacteria are ubiquitous in fresh water
sources and grow well in warm water, such as hot tubs, cooling towers, hot water tanks, water features, plumbing
systems and air-conditioning systems in buildings.?

OUTBREAK-ASSOCIATED LEGIONNAIRES’ DISEASE (LD) CASES, BY MONTH OF ILLNESS ONSET -
MARCH 2016 - JANUARY 2017

2

m Laboratory Confirmed LD

Cases

Month of Onset



FEATURED OUTBREAK INVESTIGATION:

TYPHOID FEVER ASSOCIATED WITH A
CELEBRATORY EVENT

In early October 2017, Columbus Public Health (CPH) investigated two cases of typhoid fever reported through the
Ohio Disease Reporting System (ODRS). By the next morning, an additional six possible typhoid fever cases had
been reported to CPH and Franklin County Public Health (FCPH). Further investigation revealed that several cases
had attended a party on September 9, 2017. CPH conducted community outreach sessions, interviewed event
attendees, collected specimens for Salmonella enterica serotype Typhi testing, and developed and disseminated
educational materials and a healthcare provider advisory.

A total of 96 individuals were tested for S. Typhi; 28 typhoid fever cases, including 17 culture-positive cases, were
linked to the outbreak. An individual who prepared food for the event was found to be an asymptomatic carrier of
S. Typhi. Pulsed-field gel electrophoresis (PFGE) analysis by the Ohio Department of Health Laboratory and whole
genome sequencing analysis by the Centers for Disease Control and Prevention (CDC) revealed that isolates from
the 17 culture-positive cases and the asymptomatic carrier were closely related. Of the 28 cases, 16 (57 percent)
were female; 23 (82 percent) were non-Hispanic Black. Cases ranged in age from 5 years to 72 years, with a mean
of 32 years and a median of 37 years. Fourteen cases (50 percent) were hospitalized. No deaths were associated
with this outbreak. Epidemiologic analyses did not reveal a common food exposure or travel history among cases.

Typhoid fever is an illness caused by Sa/monella enterica serotype Typhi, a bacterium that only lives in humans.
Symptoms may include fever, headache, malaise, anorexia, constipation or diarrhea, and nonproductive cough.
Approximately two to five percent of individuals who recover will become chronic carriers of S. Typhi and
continue to shed the bacteria. Transmission occurs through the fecal-oral route, usually through food or water

that have been contaminated by an infected individual or a carrier. The incubation period ranges from 3 days to
more than 60 days, with an average of 7-14 days. In the United States, typhoid fever is relatively rare and most
commonly occurs among international travelers. Proper hand washing and avoidance of risky foods while traveling
internationally can help prevent typhoid fever. A vaccine is also available for travelers to areas with an increased
risk of S. Typhi exposure.®

OUTBREAK-ASSOCIATED TYPHOID FEVER CASES, BY ONSET DATE -
SEPTEMBER 10, 2017 - OCTOBER 8, 2017

4
m Confirmed

3 _ m Probable

Cases

Onset Date
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TIMELINESS OF DISEASE REPORTING

As part of reportable disease surveillance, Columbus Public Health and Franklin County Public Health monitor
and work to improve timeliness of disease reports and completeness of reportable disease records. While CPH
and FCPH continually work to improve data completeness through internal processes and procedures, timeliness
largely depends on recognition and rapid reporting of cases by healthcare providers and laboratories.

Timely infectious disease reporting enables public health agencies to track disease occurrence and implement
appropriate interventions for disease prevention. Timeliness requirements vary based on the communicability
and severity of the disease. In Ohio, Class A diseases are required to be reported immediately via telephone upon
recognition that a case, a suspected case or a positive laboratory result exists. Class B diseases are required to
be reported by the end of the next business day after the existence of a case, a suspected case or a positive
laboratory result is known.?

In this analysis, a case’s reporting lag time was defined as the time between the diagnosis date and the date of report
to the local health department. Some cases are identified through laboratory testing instead of healthcare provider
diagnosis. If diagnosis date was missing or occurred after the date of report to the local health department, a proxy
date was used. These dates were obtained from case records in the Ohio Disease Reporting System (ODRS).

Table 13 lists selected diseases and their corresponding case counts, median and mean lag times, and proportion

of cases missing diagnosis date. Median and mean lag time values should be less than one business day for Class A
diseases (immediately reportable) and less than two business days for Class B diseases (reportable by end of next
business day). Values that meet the lag time goal are shown in green; values that do not meet the goal are shown
in red.

Regular monitoring of timeliness data helps to address two key issues: late reporters and missing data. If specific
reporters are found to be
contributing to longer lag times,
data will be shared with the
reporter, challenges to timely
reporting will be identified and
addressed, and closer monitoring
of reports will follow. Addressing
missing or incorrect dates will

TABLE 13: REPORTING LAG TIME* FOR CONFIRMED AND PROBABLE
CASES OF SELECTED REPORTABLE DISEASES, FRANKLIN COUNTY, 2017

% of Cases
Missing
Diagnosis Date

Confirmed Median Mean

REPORTABLE & Probable (business | (business

CONDITION

Reporting
Requirement Cases days) days)

improve data accuracy and aid
in implementing appropriate

E. coli O157:H7
and Shiga toxin-

By end of next

61

21.3%

. . producing E. business day

interventions. coli (STEC)

In addition to quality B

X o y end of next

improvement efforts of CPH Hepatitis A SETESE & Ay 7 1.0 2.3 14.3%
and FCPH, the Ohio Department Bv end of next

of Health (ODH) and the Listeriosis bL)Jlsiness day 3 10 0.7 0.0%
Association of Ohio Health .

public health_qua!lty mdlcators M_enungococcal Immediately 1 10 10 0.0%
report including timeliness and disease

completeness data for select By end of next

reportable diseases. The intent Mumps business day 8 2.5 5.3 12.5%
of this report is to satisfy the By end of next

requirement in the Ohio Revised Pertussis business day 277 1.0 1.3 1.8%
Code (ORC) 3701.98 for the :

sharing of data reported for the Rubella Immediately 0 N/A N/A N/A
public health quality indicators Salmonellosis By end of next 151 10 15 311%

with payers, providers, general
and city health districts, and

business day

*Reporting lag time = Difference between the diagnosis date** and the date the case was reported to the

public health professionals. For local health department

more information on ODH public
health quality indicators and to
view the reports, please visit:

**If blank, “Diagnosis Date” defaulted to the following ODRS date fields (in order): specimen collection date,
laboratory result date, onset date, date reported to Ohio Department of Health, created date. If a date occurred
after the date of report to the local health department, the diagnosis date defaulted to the next proxy.



TECHNICAL NOTES

Ohio Administrative Code 3701-3-02, 3701-3-05, and 3701-3-12 require that communicable diseases be reported to
local health departments.

TABLES OF DISEASE COUNTS AND RATES

Reportable disease data are likely to underestimate true disease DISEASE COUNTS AND | DATA ARE
occurrence. For a case to be included in_this report, a disease RATES CURRENT AS OF:
must have been diagnosed among a resident of Columbus
or Franklin County, reported to public health, met the public July 19, 2018
health surveillance case definition and been recorded in ODRS

at the time of data analysis. Data in this report are considered

Chlamydia, gonorrhea, and
syphilis

HIV/AIDS data from the
Ohio Department of Health

June 30, 2018

provisional. All other reportable Aoril 1. 2018
“All Statuses” includes confirmed, probable and suspected conditions pritl,
cases.

“Year” refers to the case event date in the Ohio Disease Reporting System (ODRS) for sexually transmitted
infections; the date the case was counted for hepatitis B, hepatitis C and tuberculosis; and the date the case
record was created in ODRS for all other conditions. For outbreaks, “year” is the year that the outbreak record was
created in ODRS.

“Event Date” is calculated automatically in ODRS. For sexually transmitted infections, event date is the earliest
specimen collection date. If specimen collection date is blank, event date is the earliest of the following dates:
illness onset date, diagnosis date, date reported to the local health department, date reported to the Ohio
Department of Health (ODH).

Counts of newly diagnosed HIV/AIDS cases were obtained from the ODH HIV/AIDS Surveillance Program.
Diagnoses of HIV infection include persons with a diagnosis of HIV infection (not AIDS), a diagnosis of HIV
infection and a later AIDS diagnosis, and concurrent diagnoses of HIV infection and AIDS. Yearly HIV case counts
include all reported cases diagnosed in a given year.

CASE AND OUTBREAK CLASSIFICATIONS

Case definitions for nationally notifiable diseases are determined by the Council of State and Territorial
Epidemiologists in conjunction with the Centers for Disease Control and Prevention (CDC). Definitions are
published in the Morbidity and Mortality Weekly Report and posted to the CDC’s National Notifiable Diseases
Surveillance System website. In Ohio, case and outbreak definitions can be found in Section 3 of the Infectious
Disease Control Manual.?> More information on reportable diseases and reporting procedures in Columbus and
Franklin County can be found at www.IDRSinfo.org.

REPORTABLE DISEASE CLASS DEFINITIONS?®

Reportable diseases in Ohio are grouped by class. Class definitions in 2017 were as follows:

Class A: Diseases of major public health concern because of the severity of disease or potential for epidemic
spread. Report by telephone immediately upon recognition that a case, a suspected case or a positive laboratory
result exists.

Class B: Diseases of public health concern needing timely response because of potential for epidemic spread.
Report by the end of the next business day after the existence of a case, a suspected case or a positive laboratory
result is known.

REPORTABLE DISEASE CHANGES IN OHIO IN 2017

No changes to Ohio’s list of reportable diseases occurred in 2017.

Technical Notes continued on next page.


http://www.IDRSinfo.org

TECHNICAL NOTES, continued

CASE DEFINITION CHANGES FOR NATIONALLY NOTIFIABLE DISEASES IN 20177

Hepatitis B, perinatal; Lyme disease; salmonellosis; shigellosis; Streptococcus pneumoniae, invasive disease (ISP);
tularemia; vibriosis

PERINATAL HEPATITIS B REPORTING

In Annual Summaries prior to 2016, perinatal hepatitis B data included all case statuses (confirmed, probable and
suspected) reported by year that the case was created in ODRS. For consistency with surveillance data reported
by the ODH and CDC, perinatal hepatitis B data in Annual Summaries since 2016 include confirmed cases only,
reported according to the date the case was counted by the CDC.

REPORTING SYSTEMS

Most disease cases in this summary were reported through the Infectious Disease Reporting System (IDRS, a joint
effort between Columbus Public Health Department and the Franklin County Public Health). Cases of sexually
transmitted infections, HIV/AIDS and tuberculosis have separate reporting systems.

The Ohio Disease Reporting System (ODRS)® was developed as a web-based system to make disease reporting
more timely and efficient for disease reporters (e.g., hospitals, laboratories and physicians) and to improve
communication about infectious disease cases between disease reporters, local health departments and ODH.
Currently, ODH, local health departments and infection preventionists have the ability to enter and update

case and laboratory reports in ODRS. The system uses patient addresses to determine the correct local health
jurisdiction to receive the report for follow-up and investigation. In addition, some laboratories have the ability
to electronically upload batches of reports from their databases into ODRS via Electronic Laboratory Reporting
(ELR), minimizing paperwork and data re-entry. If a disease report is inadvertently assigned to an incorrect health
jurisdiction, the health department receiving the report can re-direct it to the correct jurisdiction. Updates to
information can be made to the record in the database, and all fields in the ODH and CDC reporting forms are
included in ODRS.

JURISDICTION

Each case is reported based on the address of residence, and each jurisdictional boundary is determined by tax
district. Franklin County Public Health and Columbus Public Health jurisdictions have boundaries that include parts
of other counties, such as Delaware, Fairfield, Licking or Union. Cases represented in the tables may live in one of
these neighboring counties. If a case lives in a neighboring county but is served by Franklin County Public Health
or Columbus Public Health, the case would not be represented in total population of Franklin County listed in the
Demographic Profile in this report. Listed below are jurisdictions that Franklin County Public Health or Columbus
Public Health serve that may be located in part of another county:

e Canal Winchester (Fairfield)

e Columbus (Delaware, Fairfield)

e Dublin (Delaware, Union)

* New Albany (Licking)

* Pickerington (Fairfield)

* Reynoldsburg (Fairfield, Licking)

e Westerville (Delaware)

PAST REPORTS

Previous CPH-FCPH Annual Summaries of Reportable Diseases are available at idrsinfo.com/data.php.


http://idrsinfo.com/data.php
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